MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 5 3-02636'7

DEPAATMENT OF PUBLIC HEALTH AND HEI.FAR!3
Registration District No. ________ !
DO NOT WRITE AMENDED = 1t o
ON THIS sTUB —FHEDO N2 T O
1. PLACE OF DEATH TRy 2. USUAL RESIDENCE (Where deceased lived. |F institution: Residence before
& COUNTY a. STAIE b. COUNTY admission)
"’ot

STATE FILE NUMBER

VS5 300
Rev. 4/59

b. C‘IjTY {M outside corporate limits, giva TOWNSHIP only} Lengih of stay in 1b c. CITY Inside Limits
R

OR
TOWN TOWN Y N
St. IIOuis es [0 Ne O
c. FULL NAME DE I f NDI in Fiulpilal: Bive location} [nside Limits d. STREET {1f cunside, give location} Reside on Farm

HOSPITAL OR ADDRESS

INSTITUTION Jﬂ’.ﬂh_ﬂﬂ.ﬂ"n Yes 0 No(d 339 N, Ta,y]_or Yes [0 Mo O

3. NAME OQF DECEASED Firsy ¥ Lasr 4. DATE Month Day Year
{Type or print}

TE AMENDED

#

DEATH 6/10/63
5. SEX ¢. COLOR OR RACE 7. Married [] Never Married [ L DATE OF BIRTH | & AGE {last birthday) | IF UNDER 1 YEAR [F UNDER 24 HR
' Widowed ) Divorced [] /22/83 ” Months | Days Hours I Min.

(-] Wy
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUS!NESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

“Salesman ( retfred(™’ Grocery Joplin Mo,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Simop Schwarts MBTry —————— Rose G. Schwartz ( D

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addreas

(Yes, na, or ynknown) | [If yes, give war or dates of serv 1 G . 29 B Hul Dr

18. CAUSE OF DEATH (Enter only one cauve per line —rr——r . INTERVAL BETWEEN
PAR

T I. DEATH WAS CAUSED BY: ‘ ONSET AND DEATH
IMMEDIATE CAUSE (a) _C_g.rc\: I"QOGM‘U—\ -3 o A(‘(‘_: éuﬂ" 2N weells

DOCUMENT

Conditions, If any, DUE TO {b) - C.e n\o rol\ A \""\‘( $0S C-\eM ©wY

which gave rise to

above cause (a), )
stating th der- 3 /
y p unl:x;. DUE TO (c) 3 *

Iymg cavse

INSTEAD OF

-PART 11, OTHEE SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART Hl. If  decessad was female was
disease condition given in PART | (s} there a pregnancy in 'ast 90 days.
L - ’_D Yer l [] No | (1 Unknown '
. WAS AUTOPSY 20a. ACCIDEN'I-' SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itam 18.)
] a [}

PEREQRMED?
YES

TIME OF  Houl  Manth, Day, Year |
INJURY am. '
p.m. '

. INJURY QOCCURRED 20e. PLACE OF INJURY [(e.g., in or abaut home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factary, street, office bidg., e1c.} .
NOT WHILE AT WORK 0o . -

- ! Y

1 - ! a I 3! !E
I artended the deceased from_s- bs N m__e_hgb}_—_and last saw pi., alive o .2

Desth cccurred ar 1"' 3o ﬁ.f'\- bh@ (L'% m on the date ytated above, and fo the bast.of my knowledge, from the csuses stated.
22¢c. DA\E SIGNED

S D[Sl Obog el R0 i [

23a. BURIAL, CREMA(JON, | 23b. DATE 23c. NAME OF CEMETERY OR CREMAUJRY § z towh, or :nunry) {Stare)
)ﬂ.,a—“' A

Crémbish™ " |£ —// ~tb _3 Valhalla C

724/
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY L L REG. 2o I%‘RAR S JIGNA
_ all ] 7 JUN 1136 “”__—L——" 42:;‘“5{’

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

| sw.'}’( e )00 7]

Signature of Student Embalmer
Licensed Embalmer No. 7; f

' ‘P O Addres i )?2‘9

-

) i
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING {Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

.

i




